and bacterial isolates in Table 3 . In 150 of 1000 infants, birth followed prolonged rupture of maternal membranes (>24 hours). Five of these infants (3.3%) developed early onset sepsis.
Early infection. The early clinical features in babies less than 34 weeks' gestation were indistinguishable from those of birth asphyxia or respiratory distress syndrome. The more mature babies were sometimes well at birth but then presented with apnoeic attacks or respiratory distress during the subsequent 24 hours. More specific signs of septicaemia, present in most infants, included profound hypotension associated with metabolic acidosis and disseminated intravascular coagulation. Neutropenia (0-500 neutrophils x 106/1 (0-500/mm3)) was seen in 10 of the 17 infants, all of whom died.
Antibiotic treatment began between 1 hour and 56 hours (mean 12 hours) after birth and with the 
Group B streptococcal infection in our study was not associated with prolonged rupture of membranes or extreme prematurity. The poor outcome may have been related to delayed diagnosis and sebsequent delay in antibiotic treatment. Cowan et al.5 found a raised respiratory rate to be an early and consistent sign of group B streptococcal infection and suggested that all infants developing tachypnoea in the neonatal period should receive antibiotics.
The absence of Staphylococcus epidermidis as a cause of early septicaemia was in marked contrast to the earlier review,1 when this organism was associated with 24 % of cases of early septicaemia. This change may reflect recent emphasis on more meticulous attention to handwashing6 and preparation of the skin with iodine and alcohol7 before drawing the blood culture.
The usual choice of antibiotics for early infection has been penicillin and gentamicin.8 Gentamicin is excreted by the kidneys and serum values may vary widely depending on age, gestation, and renal status.9 Because of possible risks of toxicity, particularly in the sick premature infant, a suboptimal dose may be prescribed. In spite of good broad spectrum activity, penicillin and gentamicin provide inadequate cover for haemophilus infection which has become an increasingly common pathogen in early septicaemia.'0 For these reasons, the efficacy of alternative non-toxic broad spectrum antibiotics is now being studied.
The outlook for early septicaemia may be improved by more accurate detection of fetal infection-a difficult condition to diagnose. After delivery, transfusion of fresh blood, buffy coat, or white cell concentrate may be beneficial, particularly if there is profound neutropenia-associated with 100 % mortality in this study. The association of septicaemia with the use of broad spectrum antimicrobial treatment and centrally placed catheters should alert one to the diagnosis in any 'at risk' infant. Current antibiotic treatment to which the organism is not fully sensitive may mask overt symptoms of infection and also isolation of the organism from blood cultures. If septicaemia is suspected, centrally placed catheters must be removed and cultured. The use of antibiotics may suppress the septicaemia but a colonised catheter will provide a continuing source of infection. 
